Abstract. When the U.S. Agency for International Development (USAID) began to support national programs integrating their neglected tropical disease (NTD) program activities, the expected impact on individual disease-specific programs was unclear, particularly with respect to program financing and coverage. To assess this impact, data were collected by NTD program managers and their non-governmental organization (NGO) partners in Burkina Faso, Mali, and Uganda from 2 years prior and 2 years after their individual programs received funding for an integrated NTD program. Findings show that these countries experienced some increases in overall funding available for integrated NTD programs, an expansion of geographical coverage and of the number of persons treated, and the addition of treatments targeted at new diseases. What is not clear is whether these achievements can be sustained if there are decreases in external support in the future. Seeking increased government commitment or sustained external donor support should be a top priority.
INTRODUCTION
The control of neglected tropical diseases (NTDs) through preventive chemotherapy is a public health strategy recently advanced by the World Health Organization (WHO) that is based on a broad-scale distribution of medicine ("mass drug administration" [MDA] ) to at-risk populations that now targets nearly 2 billion people. 1 However, managers of previously individual, disease-specific NTD control programs (targeting lymphatic filariasis [LF] , onchocerciasis, schistosomiasis, soil-transmitted helminthiasis [STH] , and trachoma) expressed concern that because of a loss of autonomy-both programmatic and budgetary-their individual programs would be negatively impacted and progress toward disease-specific goals would be compromised. 2 This recent discussion within the NTD community reflects the long-standing debate between proponents of horizontal approaches to health care delivery (promoting increased synergy and efficiency) and proponents of vertical approaches (promoting more individual program accountability). 3, 4 The drive toward integration of disease-specific NTD programs is fueled by two expectations: first, that integration of activities from multiple individual NTD programs will improve the efficiency with which funds are spent; and second, that the packaging of NTD interventions will result in increased overall funding as a result of achieving greater visibility. [5] [6] [7] If these assumptions hold true, integrated NTD programs should 1) bring in more resources to treat NTDs, 2) reach more persons with more interventions, and 3) be more cost-efficient. This study tests the first two of these hypotheses at country level. An analysis of cost efficiency is beyond the scope of this work but is an important topic that should be addressed in future studies.
The U.S. Agency for International Development (USAID) was one of the first donors to fund implementation of largescale, integrated approaches to treat NTDs, beginning its support in five "fast track" countries in 2006. 8, 9 Three of these countries-Burkina Faso, Mali, and Uganda-were selected to examine at national level how integration of NTDs would affect the funding and scaling up of disease-specific interventions. In 2006, all three countries were operating diseasespecific programs for up to five diseases targeted by USAID's integrated NTD Control Program (managed by RTI International). Some effort toward integration had already been made, most notably between schistosomiasis and STH programs, but most of the NTD programs operated autonomously with independent planning, budgeting, training, drug distribution, monitoring and evaluation cycles, and staffing. Additionally, the three study countries had varying levels of achievement in addressing the NTDs: Mali had existing drug distribution programs for all five of the targeted diseases, Burkina Faso and Uganda had not yet begun treatment of trachoma with azythromycin, and the LF elimination program in Uganda had started treatment but was faltering because of a lack of funding.
METHODS
The study sought to answer the following questions: Financial support. Data on program budgets were collected by source and type of funding (disease-specific funding from three sources: "government," referring to in-country government budgets; "internal," referring to funding received from in-country sources other than the government; and "external," referring to funding received from organizations based outside the country; and integrated funding from one source: "NTD Control Program"). The data were also collected by activity (training, mapping, social mobilization/education/ advocacy, drug distribution including supervision, adverse reaction monitoring, surveillance/monitoring and evaluation/ laboratory services, program administration, and non-MDA costs such as morbidity management, vector control, surgery, hygiene education, and environmental improvements). Disease mapping funds were excluded from the analysis because they constitute "a one-time expense" that is highly variable from year to year and disease to disease.
Financial input-not economic-was evaluated. The purpose of this study is to assess changes in financial support as an indicator of funding available for activities related to program implementation. Therefore, the following contributions were not included: the enormous in-kind drug donations by pharmaceutical companies, in-kind contributions made by endemic country governments including salaries and office space, and volunteer drug distributors' time. Programs would not be possible without these vital contributions, however, the assumption was made that these remained constant before and after integration.
Budget data were collected instead of cost data, because the study sought to understand the amount of funding available to programs pre-and post-integration.
Program coverage. To measure changes in program reach, data on the total number of treatments delivered (defined as the number of treatments given in the form of tablets/syrup/ ointment for each of the targeted NTDs) and districts targeted (by disease) was collected. As a measure of program quality, data on treatment coverage (calculated as the number of people treated divided by the number of eligible people in areas targeted for treatment) was also collected.
RESULTS AND DISCUSSION
Each country experienced differing degrees of "integration." Activities that were integrated in all three countries included: program planning, field supervision of drug distributions, training, and transport for field activities. In Burkina Faso, the NTD programs also conducted joint social mobilization and development of integrated information, education, and communication materials. In Mali, it was noted that because drug distributions were coordinated over a several week period (instead of scattered throughout the year) and because trainings were integrated, community drug distributors were now the same for all of the diseases.
The total amount of funding available to NTD programs and total number of persons treated for the different diseases is presented by country and by year in Figures 1 and 2 and discussed below.
Burkina Faso. In Burkina Faso, an increase in funding for NTDs and an expansion of treatments to include trachoma was observed.
Before the NTD Control Program's engagement with Burkina Faso, there were pre-existing government-funded programs for LF and onchocerciasis and an STH and schistosomiasis program with external funds available only through 2006. In 2007, there was an initial decrease in total diseasespecific funding (27%) that was offset by the addition of NTD integration funding. By 2008, total available funds had increased by 30%. Of note, this included an increase in government support earmarked for the NTDs following integration. The STH/schistosomiasis program, which was largely externally funded before NTD integration, experienced a 57% decrease in disease-specific external funding in 2007 postintegration (largely because of expiration of prior grant support); NTD Control Program funds therefore largely replaced program funding for STH and schistosomiasis, ensuring sustained benefits.
As a result of integration and increased availability of funds, the Ministry of Health built on the already existing platforms and began MDA for trachoma in 2007. Program coverage remained strong, with treatment coverage rates of over 80% for each of the diseases. Although it appears the number of treatments delivered for schistosomiasis decreased between 2006 and 2007, this was a result of the alternate year treatment schedule implemented for schistosomiasis control.
Mali. In Mali, sustained funding and a significant increase in treatments delivered were observed after NTD integration.
Before the start of the NTD control program in Mali, there were independent MDA programs for all of the diseases targeted, but with external funding already decreasing and set to expire Uganda. In Uganda, a significant increase in funding, rapid scale-up of already established programs, and the addition of treatments for trachoma were observed.
In Uganda, unlike the other two countries, there was an increase in disease-specific funding in 2007, including notably an increase in government contributions. With the inclusion of the NTD Control Program funding for integration, there was therefore a 171% increase in overall funding available for the NTDs between 2006 and 2008 ( Figure 1 ). Though the level of government support remained the same for the 2 years following integration, the amount contributed was relatively low and the Ugandan NTD programs remained largely reliant on external sources of funding both before and after integration.
Additional funding enabled treatment of LF to resume and rapidly scale up. 
CONCLUSIONS
There is no evidence in the three countries studied that progress toward reaching disease-specific goals has been compromised following integration. Burkina Faso and Uganda experienced an increased availability of NTD funding, whereas Mali experienced a decrease; all three countries, however, These results also highlight the fragility of the NTD programs, so heavily reliant on external funding. In both Burkina Faso and Mali, the cessation of earlier external funding was just able to be offset by the arrival in 2007 and 2008 of support from the NTD Control Program. In Uganda, the LF elimination program missed a treatment round before the NTD Control Program as a result of inadequate funding. Longer gaps in funding resulting in delayed program implementation may cause a loss of previous gains made toward achieving the elimination and control of these diseases. Although government financial support was generally maintained after integration, it represents a very small proportion of the total funds available for program implementation activities. This shows the need for a longer term sustainability plan: whether this is best achieved through increased government commitment or increased donor support from a wider array of donors is up for debate. 
